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TIESZEN MEMORIAL HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
312 EAST STATE ST
MARION, SD 57043

x4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION | (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 000 | INITIAL COMMENTS

| Surveyor: 32332
A COVID-19 Focused Infection Control Survey
was conducted by the South Dakota Department
of Health Licensure and Certification Office on
8/25/21. Tieszen Memorial Home was found in
compliance with 42 CFR Part 483.10 resident
rights and 42 CFR Part 483.80 infection control
regulations: F550, F562, F563, F583, F880,
F882, F885, and F886.

Tieszen Memorial Home was found in compliance
with 42 CFR Part 483.73 related to E-0024(b)(6).

Total residents: 54
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Laura Wilson
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